A Case of Dysphagia Aortica in an Elderly Patient  by Song, Sang-Wook et al.
at SciVerse ScienceDirect
International Journal of Gerontology 6 (2012) 46e48Contents lists availableInternational Journal of Gerontology
journal homepage: www.i jge-onl ine.comCase Report
A Case of Dysphagia Aortica in an Elderly Patientq
Sang-Wook Song, Ju-hye Chung, Se-Hong Kim*
Department of Family Medicine, College of Medicine, The Catholic University of Korea, 505 Banpo-Dong, Seocho-Gu, Seoul 137-701, South Koreaa r t i c l e i n f o
Article history:
Received 20 May 2010
Received in revised form
3 July 2010
Accepted 9 August 2010
Available online 23 March 2012
Keywords:
aortic aneurysm,
dysphagia,
vascular compressionq All contributing authors declare no conﬂict of int
* Correspondence to: Dr Se-Hong Kim, Departmen
of Medicine, The Catholic University of Korea, 505 Ba
137-701, South Korea.
E-mail address: iron1600@catholic.ac.kr (S.-H. Kim
1873-9598/$ e see front matter Copyright  2012, Ta
doi:10.1016/j.ijge.2011.09.030s u m m a r y
Dysphagia aortica is a mechanical dysphagia caused by compression of the esophagus by the dilated
aorta, and it occurs mainly in elderly women with short stature, hypertension and kyphosis. We present
the case of an 85-years-old woman who developed dysphagia aortica associated with a thoracic aortic
aneurysm. The patient presented with dysphagia to solid food, which started several weeks ago. Chest
computed tomography showed compression of the esophagus by a dilated thoracic aortic aneurysm.
Extrinsic compression of the esophagus by the thoracic aorta was also shown in the barium swallow test.
With diet control and the treatment of associated heart failure, the dysphagia symptom improved
rapidly. Dysphagia aortica is a rare cause of dysphagia but can be treated by conservative or surgical
treatment and should not be ignored.
Copyright  2012, Taiwan Society of Geriatric Emergency & Critical Care Medicine. Published by Elsevier
Taiwan LLC. All rights reserved.1. Introduction
Dysphagia is deﬁned as a feeling of blocking or attachment of the
passage of food through the oral cavity, pharynx or esophagus.
Dysphagia appears more frequently in elderly patients; 7e10 % of
patients older than 50 years havedysphagia, and approximately 25%
of hospitalized patients and 30e40% of residents in nursing homes
experience dysphagia1. Dysphagia can be divided into two cate-
gories: motor dysphagia is caused by the discoordinated or weak-
ened peristalsis and impaired relaxation of sphincter muscle; and
mechanical dysphagia is due to a large bolus or a narrow lumen.
Dysphagia aortica is a mechanical dysphagia due to the extrinsic
compression of the esophagus by an ectatic, tortuous aorta or an
aneurysmal atherosclerotic aorta. The exact incidence rate of
dysphagia aortica has not been established; however, it occurs
rarely2 and appears predisposed to women, old age, short stature,
hypertension and kyphosis3,4.
We present a case of an 85-years-old woman with dysphagia
aortica caused by thoracic aortic aneurysm.2. Case report
An 85-years-old woman visited our outpatient clinic com-
plaining of dysphagia to solid foods that started 4 weeks prior toerest.
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iwan Society of Geriatric Emergenthe visit, and the symptom worsened gradually with chest pain,
exertional dyspnea and nausea symptoms. The patient presented
with sensation of food sticking in the chest, along with chest pain
and nausea whenever she swallowed solid food. There was no
weight loss or loss of appetite. The patient was diagnosed with
essential hypertension and thoracic aortic aneurysm in 2002 but no
surgical treatment was performed. Only drug treatments for
hypertension had been continued. The patient also had a history of
vertebroplasty for osteoporotic compression fractures of thoracic
and lumbar spine in 2005. There was no abnormality on electro-
cardiogram or cardiac enzyme tests. Ranitidine and esomeprazole
were prescribed. However, her dysphagiaworsened and the patient
was admitted via the emergency department.
The patient’s vital signs at the time of admission were blood
pressure of 160/90 mmHg, pulse rate of 76/minute, body temper-
ature of 36.7C, and respiration rate of 20/minute. Her body weight
was 40.6 kg and height was 149 cm. During chest auscultation,
holosystolic ejection murmur at the right upper margin of the
sternum was detected without radiation to neck. Lung sound was
slightly coarse without rale or wheezing. Pitting edema in both
lower extremities was observed. On blood test, hemoglobin was
decreased to 10.3 g/dL and B type natriuretic peptide (BNP) was
increased to 1595 pg/mL. The results of liver function tests (LFT),
blood urea nitrogen, serum electrolytes, creatinine and glucose
were within normal limits.
Chest radiography revealed severe cardiomegaly, interstitial
edema and pleural effusions as well as deviation of the aortic arch
and the bronchus to the right side and, on lateral view, severe
kyphosis (Fig. 1). On chest computed tomography, compared with
the images taken 2 years ago, there was progressed dilation ofcy & Critical Care Medicine. Published by Elsevier Taiwan LLC. All rights reserved.
Fig. 1. The posteroanterior (A) and lateral (B) chest radiograph showing a marked cardiomegaly and aneurysmal dilatation of ascending and descending thoracic aorta. Multiple
compression fractures with kyphotic deformity and vertebroplasty in the thoracic spine are also noted on lateral view (B).
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thoracic aorta, 6 cm; proximal abdominal aorta, 5 cm), and conse-
quent compression of the esophagus (Fig. 2). On a barium swallow
study, there was extrinsic compression of the distal esophagus just
above the gastroesophageal junction along the posterior wall of the
esophagus (Fig. 3).
The diagnosis of dysphagia aortica aggravated by accompanied
congested heart failure was deduced from the symptoms presented
by the patient and the imaging study results given above taken
together. She was not considered ﬁt for surgical treatment because
of old age and associated severe heart failure. We planned to
manage her on conservative treatments ﬁrst and, if the symptoms
do not improve, to attempt percutaneous endoscopic gastrostomy.
Firstly, diet education of chewing well small amounts of soft food
was provided. Secondly, for the treatment of associated congestive
heart failure, angiotensin II receptor blocker, b-blocker, and diuretic
were prescribed. Afterward, dysphagia symptoms improved
rapidly, and, dysphagia symptoms resolved 4 weeks after her
admission. Presently, she is under conservative treatment and
follow-up observation.Fig. 2. Chest computerized tomography image shows marked aneurysmal dilatation of thor
aorta and left atrium proper; (B) Oblique view shows compressed esophageal lumen along3. Discussion
Dysphagia aortica was ﬁrst described by Pape in 1932 as
a difﬁculty in swallowing caused by extrinsic compression of the
esophagus by the ectatic, tortuous, aneurysmatic or atherosclerotic
aorta associated with age-related degeneration5. As the dilated
aorta pushes the esophagus to the anterolateral side of the dia-
phragmatic crural slings, this extrinsic compression of the lower
esophagus can lead to dysphagia. By contrast, dysphagia arising
from compression of the esophagus by the aortic arch is relatively
rare6. Dysphagia aortica develops primarily in women and is
associated with short stature, old age, hypertension and kyphosis.
In some cases, the impairment of esophageal movement owing to
nerve compression and gastroesophageal reﬂux disease may be
associated, and may explain the progression from the asymptom-
atic esophageal compression to dysphagia3. It has been reported
that even in normal individuals, localized high-pressure areas are
observed frequently in manometry, and most dysphagia aortica
patients have only intermittent mild dysphagia symptoms7. This
suggests the possibility of the coexistence of dysphagia aortica andacic aorta: (A) On cross-sectional view, compression of esophagus is noted between in
the aortic wall.
Fig. 3. Barium swallow study showing a marked extrinsic compression of distal
esophagus just above esophagogastric junction.
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reﬂux disease3,8.
There are several procedures to evaluate dysphagia caused by
extrinsic esophageal compression. Nonetheless, no gold standard
for the diagnosis of dysphagia aortica has been established. The
conventional esophageal barium swallow test has been known to
be the most reliable method9, and for cases found to be normal by
barium swallow test, Video ﬂuoroscopic swallowing study (VFSS)
can be performed. three-dimensional chest computerized
tomography is useful for examination of the anatomical relation-
ship of the esophagus with blood vessels. Aortography, endoscopy
and esophageal manometry may be helpful. In cases of presenting
dysphagia of solid food with the following ﬁndings in imaging
study, dysphagia aortica should be strongly suspected10. Dilation
of the aortic arch and the tortuous dilated aorta are shown in
a chest radiograph7,11 and the dilation of the thoracic aorta and the
compression of the esophagus are shown in chest computed
tomography. In endoscopic examination, pulsatile extrinsic
compression as well as the stenosis of the lower esophagus
accompanying the dilation of the proximal area are shown, and in
the barium swallow test, the characteristic indentation of the
esophageal posterior wall, partial esophageal obstruction, the
ﬂattened contour of the left margin of the esophagus, the pulsatile
movement of the esophagus and the migration of contrast media
synchronous with the aortic pulsation are shown12. In the barium
swallow test, if abnormal ﬁnding of the mucosa is detected it
should be differentiated from malignant tumors by performing
endoscopy. In manometry, local high-pressure bands with super-
imposed pulsation synchronous with the cardiac cycle are
observed. However, such typical ﬁndings are non-speciﬁc, and
inconsistent; some cases lack typical radiologic ﬁndings or
endoscopic ﬁndings3,11,13. Although the barium swallow test is the
gold standard for dysphagia aortica, false negative results are
frequent because the test uses a liquid contrast medium14.
Vascular pulsation on endoscopic examination may be seen in
otherwise normal esophagus and the compression of the esoph-
agus by the aorta may not be detected in computed tomography3.Moreover, dysphagia aortica appears commonly in association
with gastroesophageal reﬂux disease or esophageal motility
disorder and thus it is not easy to conﬁrm the primary etiology of
the dysphagia3.
The treatment of dysphagia aortica varies depending on the
severity of symptoms. Conservative treatments are performed ﬁrst
for mild dysphagia symptoms because patients are often elderly
and have several underlying chronic and limiting diseases3,10. Mild
symptoms can be improved solely by conservative treatments. In
most cases, particularly in elderly patients, the symptoms may be
improved by diet modiﬁcations (e.g., avoid lying down immediately
after taking drugs or food, avoiding food likely to stick in the
esophagus, eating small but frequent meals and chewing well) and
the treatment of underlying heart failure or hypertension14.
Although the mechanism is not known, and regardless of associ-
ated diseases, the use of prokinetic agents and proton pump
inhibitor has been shown to be helpful.
For cases unresponsive to conservative treatments or with
a severe dysphagia symptom, surgical treatment such as trans-
position of the distal esophagus, separation of the esophagus from
the aorta or endovascular aneurysmrepair is required13. For patients
unsuitable for surgery, percutaneous endoscopic gastrostomy,
esophageal dilation with bougies or stent may be attempted3,12,15.
This case was of an elderly woman with dysphagia aortica for
which surgical treatment was deemed inappropriate. Diet control
and medications for associated cardiovascular diseases were
prescribed and the patient responded well to these conservative
treatments. It is therefore important to treat underlying cardio-
vascular disease for symptomatic relief of dysphagia aortica.
Dysphagia aortica is a rare cause of dysphagia but can be treated by
conservative and surgical treatments, and should not be ignored. If
elderly patients with cardiovascular diseases present with
dysphagia, the possibility of vascular compression of the esophagus
should be considered.References
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